Beyond growth: gastrostomy feeding in children with cerebral palsy
Children with cerebral palsy (CP) frequently grow poorly, compared with their typically-developing peers. Moreover, as children with CP age, their growth diverges further and further from that of typical children. The reasons for poor growth are multi-factorial and include nutritional, hormonal, physical, and neurological causes. Nevertheless, it appears that much of the poor growth is related to acute and chronic malnutrition at various points across the lifespan. The malnutrition is largely due to inefficient and dysfunctional feeding. While remediable to some extent, this dysfunctional feeding often cannot be overcome. Consequently, in children with (usually severe) CP, malnutrition is often treated by bypassing the dysfunctional oral feeding through the use of a gastrostomy.
The decision to place a gastrostomy is made largely because of poor growth. 'Poor' or sub-normal growth is equated with poor health. Poor growth is determined by careful measurement (anthropometry) and comparison of the results with appropriate reference standards. The anthropometric assessment of children with CP has been difficult, historically, because of difficulty in acquiring reliable measurements (particularly for height or length) and having appropriate reference data for comparison. While the problem of reliable measurement has been overcome through the use of alternative measures (e.g. upper arm length, lower leg length, and skinfold thicknesses) the problem of reference standards remains. One must question the appropriateness of general population standards for a group of non-ambulatory, severely-impaired children. The fundamental clinical question, of course, is: how small (or thin) is too small? An important feature of most growth charts is that they are intended to be descriptive of a population, and not necessarily prescriptive for health. 1 The growth charts help clinicians determine the body size of an individual child, compared with the reference norms. This is usually described in terms of the child's growth centile (50th centile being 'average') or in standard deviation scores (z-score) from the mean. However, a child at the 10th centile (for any measure) is not necessarily less healthy than a child at the 50th centile, although clearly smaller. While clinicians may consider the 50th centile weight for a particular height as being 'ideal', in fact it is simply average for the population. The 'ideal' is defined by the average. However, no data exist linking this statistical 'ideal' to any marker of health. Similarly, while clinicians may consider the 3rd centile minimally adequate, true thresholds of nutritional adequacy as they relate to health have not been determined.
While the differences in growth between children with CP and the general population have long been recognized and well-described, relatively little work has been done to evaluate the impact of these differences on health. 2 In this issue 
